ABSTRACT
Introduction
Improvements of the outcomes of coronary artery diseases (CAD), thus acute coronary syndromes (ACSs), led to higher survival rates and longer life expectancy. Increase in lifetime necessitates patients' compliance to the disease state and the patient has to face with new onset physical, psychological, social and economic problems.
Post-ACS symptoms and complications limit patients' physical, emotional and social functions, and decrease their sense of satisfaction and quality of life 1 . Aft er myocardial infarction (MI) individuals experience anxiety, fatigue, irritability, impairment of concentration, and sleep problems. Patients' quality of life is reduced in association with loss of personal control, inability to perform self care activities, and fear of death. Quality of life is negatively aff ected by factors such as . Individuals with ACS, in the fi rst 4-8 week period in which they are expected to resume their normal life aft er MI, experience difficulties in returning to their normal life and face with social traumas like job loss, divorce and job switches. During post-ACS period, both patients and their families deal with a high level of stress 1, 3 .
ACSs hold an important place among CADs and their prevalence increases worldwide. ACSs are among the most important causes of mortality and morbidity, however advancements achieved in drug therapies and interventions have increased patients' life-span. Despite modern treatment options; recurrent MI, rehospitalization and mortality rates are very high in patients with ACS 4 . ACSs pose serious threats to human life and can cause several complications during and aft er the acute phase. Th ese conditions result in some limitations and symptoms, and adversely aff ect the quality of life.
Nurses are among the professions responsible from protecting and improving patients' quality of life. While fulfi lling their responsibilities, they should determine patients' quality of life and the factors aff ecting quality of life. In order to increase patients' quality of life aft er ACS, their medical, physical, psychological and social requirements should be managed by using an eff ective treatment and rehabilitation program.
Th is study was conducted to determine, if there was a relationship between patients' limitations and symptoms aft er acute coronary syndromes and their quality of life, anxiety and depression levels.
Methods

Study Design
Th is research was conducted descriptively by using the "Cardiovascular Limitations and Symptoms Profi le-CLASP" to determine the relationship between patients' limitations and symptoms aft er acute coronary syndromes and their quality of life, anxiety and depression levels.
Setting and Samples
Th e research was conducted in the cardiology clinic of Kahramanmaraş State Hospital.
Th e universe of the research consisted of the patients applying to the cardiology clinic between April 2011 and September 2011with acute coronary syndrome.
Power analysis was performed with the following formula to determine sample size:
Based on the fact that 21000 patients applied to the cardiology clinic between 2010 and 2011, and 20% of these patients had experienced acute coronary syndrome; the sample size was calculated with the formula below, accepting that the results would be within 95% confi dence interval and would include d = 0.05 sampling error:
At the end of the power analysis, sample size was determined to be 243 and the research sample consisted of 245 patients with acute coronary syndrome.
Inclusion criteria were as follows:
1. History of myocardial infarction, unstable angina pectoris, and percutaneous coronary intervention secondary to acute coronary syndromes more than one month duration.
2. Patients aged 18 years or older without communication problems.
3. Willingness to participate and answer all questions in Turkish.
Ethical Considerations
Th e research was conducted in compliance with scientifi c principles as well as with the ethical principles of the Declaration of Helsinki. Accordingly, informed consent, confi dentiality, equity, primum non nocere principles were taken into account. In the adaptation of the Cardiovascular Limitations and Symptoms Profi le-CLASP into Turkish, necessary permission was obtained from those who developed the original scale.
Written permission for conducting the research was obtained from the relevant committee (Governorship of Kahramanmaraş, Directorate of Health, B104ISM4460001/314) and approval was received from the Ethics Committee (Marmara University, Institute of Medical Sciences, Clinical Research Committee for Pre-Assessment). Th e patients who would participate in the research were informed about the aim, design and benefi ts of the study, and the patients who accepted to participate in the study were asked to sign the informed consent form. 
Measurements
Results
Socio-Demographic Variables of the Participants
Clinical Characteristics
Th e clinical characteristics (Cardiovascular Limitations and Symptoms Profi le, SF-36 Quality of Life Scale and
Hospital Anxiety and Depression Scale) of the participating patients were summarized in Table 2 . Table 3 summarizes the mean scores of the patients' limitations and symptoms. Th e results of quality of life, anxiety and depression scales were also summarized in Table 3 .
Th e frequency of angina positively correlated with the scores of anxiety and depression symptoms and negatively correlated with the quality of life scores (p<0.05).
Shortness of breath diminished gender functioning (p<0.05) and quality of life (p<0.01), and it increased anxiety and depression symptoms (p<0.01).
Ankle swelling reduced gender functioning and quality of life (p<0.01) and it increased anxiety and depression symptoms (p<0.01).
Tiredness worsened quality of life (p<0.01) and it increased anxiety and depression symptoms (p<0.01).
Lower physical and social functioning scores were correlated positively with decreased gender functions and quality of life (p<0.01) and negatively with anxiety and depression scores (p<0.01). the general evaluation of the limitation and symptom levels of the patients revealed that patients experienced angina and shortness of breath at a minor level, and tiredness at a moderate level. It was also determined that patients experienced limitations in physical and social functions at a moderate level, women's and men's activities within the home at a minor level, concerns and worries at a moderate level, and that their mean scores for gender were at a normal level and they did not experience any limitations in this sub-domain. Ankle swelling complains were quite low, indicating that ankle swelling symptoms were not at a signifi cant level among the patients (Table 3) .
Th e Quality of Life SF-36 score averages are evaluated within the range from 0 to 100, where "0" indicates the worst and "100" indicates the best health condition 11 . According to the results obtained from the study, the patients experienced concerns and worries generally at a moderate level, which aff ected their emotional role and mental health score averages; they experienced angina and shortness of breath at a minor level and tiredness at a moderate level, which aff ected their physical function, physical role, liveliness/tiredness, pain and Th e scores of men's activities within the home correlated negatively with angina (p<0.01), shortness of breath (p<0.05), tiredness (p<0.01), the quality of life (p<0.01), and positively with the scores of physical and social functioning (p<0.01), concerns and worries (p<0.01), anxiety (p<0.01).
Th e scores of women's activities within the home correlated negatively with the scores of anxiety and depression symptoms (p<0.01) and the quality of life (p<0.01).
Th e concerns and worries correlated positively with anxiety and depression symptoms (p<0.01) and negatively with quality of life (p<0.01).
Gender functioning correlated negatively with shortness of breath, ankle swelling, and anxiety (p<0.05); and it correlated positively with mental health, physical functioning, social functioning, and general health perception (p<0.05).
Discussion
Physical, psychological and occupational limitations and symptoms aft er acute coronary syndrome can impair individuals' quality of life. In the present study, In Turkey the cutoff score has been found 10/11 for the anxiety sub-scale and 7/8 for the depression sub-scale. Accordingly, the scores above these values were evaluated as risky scores 11 . In our study, anxiety levels of 51.2% and depression levels of 73.2% of the patients were determined above the cutoff scores (Table 3 ).
According to our study results, the moderate level of worries and concerns and other limitations and symptoms experienced by the patients may be considered as high risks for depression and anxiety. In the study conducted by Canlı et al., serious anxiety was reported in all patients (100%) included in the research, and serious depression was reported in 34% of the patients 13 . On the other hand, in a diff erent study carried out with MI patients, anxiety and depression levels were determined to be low 14 .
Correlation analysis of the study variables did not show signifi cant correlation between gender and physical role, emotional role, liveliness/tiredness, pain, depression, angina, tiredness, women's and men's activities within the home and concerns-worries. Th e fi ndings support the validity of the CLASP scale in measuring the physical, social and psychological health of ACS patients.
Lewin et al. studied the validity and reliability of CLASP and determined signifi cant correlations between the relevant sections of the disease eff ect profi le and CLASP, between the sleep problems scale and the tiredness sub-domain of CLASP, and between the worries sub-domain of CLASP and anxiety and depression 5 . In the study carried out by Lopez et al., signifi cant correlations were found between CLASP and the relevant sections of SF-36 and HADS 15 .
In line with these results, it may be suggested that nurses should evaluate ACS patients' limitations and symptoms and their quality of life at regular intervals. Following the evaluation, treatment and applications for improving quality of life should be planned and
